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Air embolism caused by blower
mister
To the Editor:
We congratulate Nollert and colleagues1
for their courage in publishing the adverse
event experienced with a blower mister
while performing a central anastomosis.
Especially in off-pump coronary surgery,
blower misters are most frequently used for
bleeding control while performing the dis-
tal anastomoses.2
Gaseous emboli caused by liberal use of
the blower mister might additionally result
in air locks within coronary vessels. This
has been reported verbally, but published
evidence is missing. Another complication
was published: during performance of an
anastomosis in a minimally invasive direct
coronary artery bypass procedure, the ven-
tricle was injured, and air embolism was
detected with the echocardiography in the
heart.3
Air locks in the coronary circulation can
lead to ischemia, decreased myocardial
contractility, and possibly life-threatening
cardiac arrhythmia.4 The coronary circula-
tion remains the most difficult compart-
ment from which to remove air bubbles.
For this reason and furthermore because of
the possibility of endothelial damage, we
recommend caution in the use of the
blower mister.
Helmut Mair, MD
Paul Sergeant, MD, PhD
Department of Cardiac Surgery
University of Leuven
Leuven, Belgium
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Quadricuspid aortic valves and
anomalies of the coronary arteries
To the Editor:
Mecozzi and colleagues1 recently reported
the case of a patient with severe stenosis of
a quadricuspid aortic valve (QAV) requir-
ing valve replacement. We would like to
point out a pitfall that could face the sur-
geon during aortic valve replacement in
patients with such a condition.
QAVs are a rare entity with a potential
for serious complications.2 Aortic regurgi-
tation is the most prevalent haemodynamic
abnormality, often requiring aortic valve
replacement.3 When considering surgical
treatment, it is important to pay attention to
the fact that the QAV can be associated
with other congenital cardiac malforma-
tions (eg, ventricular septal defects, patent
ductus arteriosus, and subaortic fibromus-
cular stenosis).3 Of special importance to
the surgeon are anomalies of the coronary
arteries,2 which are the most frequent car-
diac defects associated with a QAV.3 Sin-
gle coronary ostium4 and displacement of
the left5 and right6 coronary orifice have all
been reported in association with a QAV.
From the surgical standpoint, it is impor-
tant to recognize any displacement of the
coronary ostia to prevent ostial obstruction
of the coronary artery when fixing the pros-
thetic valve ring.7 Therefore the anatomy
of the heart, especially that of the coronary
arteries, must be carefully evaluated in pa-
tients with a QAV before surgical interven-
tion to prevent serious complications.
Oktay Tutarel
Hannover Medical School
Hannover, Germany
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Reply to the Editor:
We appreciate the comments by Dr Turatel
to our article on a case of quadricuspid
aortic valve stenosis recently published in
the Journal.1 He reminds us of the impor-
tance of other intracardiac anomalies that
are frequently associated with this malfor-
mation and that must be recognized when
planning an operation to avoid potentially
serious complications. We fully agree that
among these anomalies displacement of the
coronary ostia might play an important role
because in some instances it might require
modification of the standard surgical tech-
nique of prosthetic valve insertion, partic-
ularly when a stentless valve is chosen as
aortic valve substitute. This point was
stressed in a previous publication on the
same subject by our group2 when reporting
on a patient with aortic insufficiency
caused by a quadricuspid valve, in whom,
at operation, the right coronary ostium ap-
peared displaced downward, being very
close to the commissure between the right
and the accessory cusps. In the present
case1 no anomalies of the coronary arteries
were found, and because of severe calcifi-
cation of the ascending aorta, it was de-
cided to simultaneously replace the aortic
valve and root with a cryopreserved ho-
mograft. We believe that with such tech-
nique, which requires adequate mobiliza-
tion of the coronary buttons, displacement
of a coronary ostium, even if present,
would not have been a problem.
Gianclaudio Mecozzi, MD
Stefano Pratali, MD
Uberto Bortolotti, MD
Division of Cardiac Surgery
Cardio Thoracic Department
University of Pisa Medical School
Pisa, Italy
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